AGRICOLA, writing in 1546, described the so-called consumption of the miners at Schneeberg in Saxony and recognized that the condition was not tuberculous. He considered that the disease was due to inhalation of dust, and it is doubtful if any more accurate suggestion as to the etiology of the condition has been made since then. Morgagni in 1761 described some autopsies in which cancer of the lung appeared to be present.
Bayle, in 1810, in using the phrase " phtisie cancreuse," was the first to recognize malignant disease in the lung, and to distinguish it from tuberculosis. Laennec, however, investigated the condition in its clinical and pathological aspects, and described the symptoms commonly occurring in the disease and attempted to elucidate its pathology.
In 1896 Fuchs was able to collect only 74 cases from the literature. Since that time the condition has been very fully recognized and a great number of cases reported.
The number of cases of this disease correctly diagnosed during life has greatly increased in the last ten or twelve years. This is due, to a large extent, to the improved method of examination, such as radiography and bronchoscopy, and also because physicians are now familiar with cancer of the lung. Investigation of records of post-mortem examinations suggest that this disease has increased during the present century. It is possible here also that familiarity with the condition may be responsible for part of the increase. In this respect Fried quotes Goethe, " Man sieht nur was man weiss." On examining the figures from several patbological departments it is found that there was a definite decrease in the number of cases recorded at autopsy during the years 1914 to 1918-19. It is difficult to explain this decrease except that the interest and attention of expert pathologists were occupied elsewhere and on different lines. The increase in the number of cases diagnosed is undoubted; the real increase in the occurrence of the disease is not so certain.
The cases under review in the present paper consist of twenty-six patients examined by bronchosoopy in the Throat Department of the Brompton Hospital and one at Westminster Hospital during the past two years. In every case there had been a complete clinical and radiological examination, the latter being repeated with lipiodol injection in almost every case. In all the cases, except four, portions of the tumour were removed, and proved by microscopical section, to be carcinoma. Of the four exceptions, two were examined SEPT.-LARYN. 1 post mortem and the diagnosis was proved. In the remaining two, it was not possible, on account of the position of the tumour in one and the extreme hardness of the growth in the other, to obtain satisfactory portions for examination. In both these cases the diagnosis was so certain clinically that they are included in the list.
A further case was seen in which the clinical X-ray and bronchoscopic examination strongly suggested carcinoma, but examination of a portion of the tumour on two occasions showed inflamed mucous membrane only, and the Wassermann reaction was positive. The case is not included in the list, though its subsequent progress indicated the almost certain diagnosis of carcinoma.
]ETIOLOGY.
Sex.-Of the 27 cases, 23 were male and four were female. This preponderance of male over female cases is recorded by all observers but is more marked than usual in the Brompton figures.
Age.-The youngest patient was a woman aged 27, and the oldest, also a woman, was aged 74. More than two-thirds of the cases occurred between the ages of 40 and 60, the two decades 40 to 49 and 50 to 59 being approximately equal as shown in the accompanying 
case
Side of origin.-In many writings on the subject it is stated that the disease occurs with equal frequency on either side, but some figures show a slight preponderance on the right side. The Brompton figures show a similar lateralization, there being 15 in the right bronchial system and 12 in the left.
Occupation.-The occupation of the 27 patients included almost as many kinds of work. Of the four women three were engaged in housework, the fourth had been a missionary in Africa for many years. Of the 23 men nine might be classed as indoor workers and 14 mainly as outdoor workers. They are roughly grouped in the accompanying 
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From this list it is difficult to suggest any possible common aetiological character. The Registrar at Brompton hospital is however at present going into the past occupation as well as that at the time of presentation at hospital in the hope of arriving at some such factor.
Heredity does not appear to play any part. None of the cases gave a history of lung cancer in the parents; only three gave a history of cancer in the parents, though it is probable that there were more cases than this.
Previous history.-Six gave a history of influenza, 11 of pleurisy and four of pneumonia, and 11 gave no history of any previous chest trouble at all. In some cases the pleurisy was recent enough to have been -possibly associated with the growth rather than previous to it. In none of these 27 cases was there a history of Sputum.-Sputum is fairly constant, being absent in only two cases. It was noted as being excessive in two patients. It is usually mucopurulent in character and contains pyogenic organisms.
Hamoptysis.-Hlemoptysis occurred to some degree in 21 cases. In most of the cases the sputum was streaked with blood especially in the earlier stages of the disease. There is a tendency for the blood to disappear at a later stage but in some cases to recur in the final stages in the form of profuse hsemoptyses. In two cases the haemoptysis was the immediate cause of death.
Dyspnaia.-Dyspnoea on slight exertion is a striking symptom. It was complained of by 21 patients. It is often marked in cases with a small mass of growth and with a comparatively small area of lung shut off. With less than one lobe out of action-perhaps one-sixth of the available respiratory area-anything more than very gentle walking may produce distress.
Lassitude.-Lassitude is a more difficult symptom to assess but was definitely complained of in nine cases.
Loss of weight.-Loss of weight occurred in 23 cases. Losses of 2, 3 and 31 stone were recorded before coming to hospital for examination. Many of the cases when admitted to hospital and kept in bed ceased to lose weight, and some gained a few pounds. One patient who has been under treatment and observation for two years has been steadily gaining throughout this period.
Pain.-Pain in the chest was complained of by 15 patients. It is described usually as an ache referred to the interior of the chest on the diseased side. In some cases it is referred to the posterior surface of the thorax. One patient complained of pain in the sciatic distribution, and before death had a spastic paralysis of both legs, probably due to metastases in the spine. Hoarseness only occurred in three patients, in two of whom the left cord was fixed in the cadaveric position owing to implication of the recurrent laryngeal nerve. CLINICAL SIGNS. The clinical signs are those of obstructed bronchus, and usually of atelectasis or collapsed lung. In a partial obstruction there may be an expiratory wheeze with moist sounds below. In complete obstruction there is dullness on percussion, absence of breath sounds, but possibly increased vocal conduction. The heart and mediastinum may be displaced in cases of massive collapse and the movements of the corresponding half of the diaphragm reduced.
There may be localized pleural effusion. X-ray examination shows the reduced mobility of the diaphragm, displacement of the mediastinum and a shadow in the lung tissue which is partly due to growth and partly to collapsed lung. It is very difficult to separate these two portions of the shadow. irritable than in cases of inflammatory disease, and the tendency to cough is less. The mucosa is rarely inflamed above the growth, and there is as a rule very little secretion.
The growth is usually of the same colour as normal mucosa, and has a nodulated surface, and the point at .which it arises from the bronchial wall can be plainly seen. It is firm in consistency, being even so hard as to make removal of a portion for biopsy difficult. In advanced stages the growth may be very soft and friable and portions may be coughed up.
Discuesion.-V. E. NEGUS said that he had seen, seven years ago, a young woman who had haemoptysis; she had been seen by Sir StClair Thomson, and had been in a sanatorium ten months. With the bronchoscope be (Mr. Negus) was able to see a small, semipedunculated growth in the left lower lobe bronchus; this he removed, and found it to be a simple fibroma. The patient was all right and her lung had been clear until five months ago, but then a larger growth was seen, in the same position, growing from the medial wall of the lower lobe bronchus. That also he removed; it looked like the previous one, but proved to be adeno-carcinoma. After removing it he put in radon seeds, with a slightly different container from that usedl by Mr. Ormerod; he put springs on the side the better to hold it in place. The patient was now quite well again. Early examination might disclose more of these cases.
A man with complete collapse of the right lung, whose main bronchus was obstructed by a pedunculated growth, which the speaker removed, and found to be adeno-carcinoma, was still well four years later.
.He thought that the cases which Mr. Ormerod had mentioned had been chiefly those having an extension in the lung itself: but if the majority of carcinomata started in the bronchus, the conclusion was that examination of suspected cases must be allowed at an early stage, when cure might be possible; when thp lung was widely invaded the chance of cure was slight, except by removal of the lung itself, a formidable procedure. E. D. D. DAVIS asked what instruments Mr. Ormerod used and 'how he removed the pedunculated carcinoma, whether by the snare or by diathermy. He (the speaker) was sometimes alarmed by the hiumorrhage in these cases. In his hospital the physicians were sending more cases for bronchoscopy.
A large number of the museum specimens of carcinoma of the lung showed a conical tapering constriction of the bronchus. This tapering constriction does exist, though it is not easily seen when looking through a bronchoscope.
So far as he knew, there were only 26 cases of benign or pedunculated tumours of the bronchus recorded. Eleven of these were removed by bronchoscopy and resulted in great relief to the patient. The distressing dyspncea was cured. The growths all occurred in the first inch or inch-and-a-half of the bronchus.
F. C. ORMEROD (in reply) said he thought the growths began in the bronchial mucosa, and he hoped to be able to show sections which would bear that statement out. Usually such cases came with completely obstructed bronchus, collapsed lung, and a mass extending into the lung, and then the outlook was bad.
He used the Irwin Moore type of bronchoscc'pe and the Paterson type of forceps. He had not encountered sufficient hmeiorrhage to cause alarm.
He agreed with what had been said about clearing enough from the bronchus to afford aeration. The degree of dyspncea was out of all proportion to the size of the growth. [June 2, 1933.] The Pathology and Treatment of Malignant Growths of the Bronchus. By F. C. ORMEROD.
PATHOLOGY. WHEN cases of carcinoma of the bronchus were first examined by biopsy, some surprise was expressed on finding that the carcinoma was frequently of the squamouscelled variety. Masses of squamous cells were found sometimes without arrangement, sometimes in definite columns and in some cases with keratinization and cell nests. In other cases there were masses of columnar cells, which occasionally showed attempts to form lumina. Again, there were found masses of small ovoid cells, which were once considered to represent the oat-celled sarcoma of the mediastinum but were shown by Bartlett and Barnard to be carcinoma of the lung. Recognition of these various types of new growth raised the question which tissues in the bronchus or lung could give rise to such histological pictures. The bronchial mucous membrane consists of a single layer of ciliated columnar cells supported by a layer, one or two cells deep, of smaller ovoid cells. Below this is the submucouslayer of areolar, fibrous and elastic tissue which contains large numbers of mucous glands.
Examination of specimens of bronchial mucous membrane after chronic inflammation shows a marked increase in the cells of the small ovoid layer giving rise
